Dental Care of Madison 1896 Main St. Ste. B
Madison, MS 39110
(601)898-9390

Welcome to Dental Care of Madison. We sincerely appreciate you choosing our office
for your oral health care needs. Please be assured that we will work hard to continually
earn the trust you have placed in us. In order for us to better serve you, please take
several minutes to complete this information form.

Patient Information Date

Patient Name Home Phone
(first, middle initial, last)

Address Work Phone

City State Zip Other Phone

Email SS#

Sex oM oF Date of Birth Do you have dental insurance? Yes No

Whom may we thank for referring you?

If patient is a minor, please tell us about you, the parent or guardian:

Your name Relationship to patient
Your address Your home phone
City, State, Zip Your SS#

Employer Information

Employer Name Business Phone
Employer Address Your position
City, State, Zip How long with company?

Spouse Information

Spouse’s Name Spouse’s SS#

Spouse’s Date of Birth Spouse’s Employer




IN CASE OF EMERGENCY, CONTACT: (specify someone who does not live in your household)

Name Relationship

Home phone Other phone

Dental Insurance

Primary

Who is responsible for this account? Relationship to patient
Insurance Co. Plan Name or Number
Group # Subscriber’s Name
Date of Birth SS#

Secondary (if applicable)

Ins. Co. Plan name or number
Group # Subscriber’s Name
Date of birth SS#

Assignment and Release

I certify that I, and/or my dependent(s), have ins. coverage with and assign directly to
DENTAL CARE OF MADISON all insurance benefits, if any, otherwise payable to me for services rendered. I
understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my
signature on all insurance submissions.

DENTAL CARE OF MADISON may use my health care information and may disclose such information to the above
named insurance company (ies) and their agents for the purpose of obtaining payment for services and determining
insurance benefits or the benefits payable for related services.

[ hereby authorize DENTAL CARE OF MADISON to release any and all protected health information to carry out
treatment, payment activities, and healthcare operations as described more fully in our “Notice of Privacy Practices.”

Signature of Patient, Parent, or Guardian

Please print name

Date Relationship to patient






